Because Kohlenberg's (1973) article goes to the heart of what psychotherapy and behavior modification are about, I was challenged by the Editor's invitation to discuss some relevant issues.
Let me begin with the patient's "motivation" for therapy. It is generally conceded (Meltzoff & Kornreich, 1970 ) that a patient's motivation to seek change augurs well for success, whereas lack of motivation tends to be associated with failure. For example, a patient decides to consult a psychotherapist because he wants to be cured of claustrophobia. (The italics in the preceding sentence serve to emphasize the patient's volition, intention, and status as an independent agent.) Regardless of whether the matter is openly discussed, the patient and the therapist agree that (a) the treatment of claustrophobia (by whatever means) is a desirable goal for the patient; (6) the problem principally relates to the patient's personal happiness and competence; and (c) society at large has no particular stake in the matter (except perhaps in the sense that if the patient loses his job as a result of his difficulty he might become a public burden). The patient may also have a domineering wife who derives certain gains from her husband's incapacity and dependence on her. In general, however, most therapists would agree that other things being equal, the foregoing constellation is "ideal" for successful psychotherapy.
What makes the situation ideal is that by and large the therapist can count on the patient's cooperation throughout therapy. I can only mention in passing that from a technical standpoint this "therapeutic alliance" provides the therapist with enormous leverage and that it always 1 Requests for reprints should be sent to Hans H. Strupp, Department of Psychology, Wesley Hall, Vanderbilt University, Nashville, Tennessee 37240.
remains the ultimate appeal when the going gets rough and the patient becomes "resistant." The latter term suggests that the patient may on some level oppose the therapist and the treatment but in the final analysis both remain committed to a more or less identical goal. While I cannot develop the argument here, I believe that the term psychotherapy should be restricted to those situations in which therapist and patient share a set of common goals and at least in a broad sense agree to work collaboratively on their realization. Contrariwise, when such an agreement does not exist or when the nature of the contract is not fully understood by the two parties, for example, if the therapist imposes goals of his own or attempts to "shape" the patient's behavior in conformance with external standards, the enterprise should be designated differently. It seems indefensible for a therapist to pretend that he is working under the first set of assumptions when in reality there is a hidden agenda.
It is certainly true that the patient becomes at times a reluctant or unreliable collaborator. Therapy proceeds to the extent that these roadblocks can be removed through collaborative efforts and it fails if this becomes impossible. Again, I consider it objectionable and unprofessional for the therapist to pursue ulterior goals.
But what about a situation in which the patient is a child who is brought to "therapy" by his parents and who has no intrinsic interest in change? What about the adult patient who suddenly begins to contemplate suicide or a criminal act? What should be the therapist's stance? To be sure, these are difficult dilemmas that cannot be answered in one sentence. In general, however, I agree with Szasz (1965) that these vicissitudes may compromise the therapeutic contract and therefore call for renegotiation when they occur. A major reason for this in-sistence is the continuing confusion concerning the role and function of the psychotherapist which is still so fuzzy and poorly defined that almost any activity designed to change another person's feelings, attitudes, or behavior can be termed therapeutic.
Does it not seem reasonable to expect that patient and therapist should be clear about the general goals of their work; how at least in a general way, these goals are to be achieved; what reservations (if any) the therapist might have about the worthwhileness, legality, or ethicality of these goals; the nature of the patient's and the therapist's obligations as long as the contract is in effect; and the consequences of breaches in the contract? There can be no doubt that the therapist's moral and ethical values are always "in the picture." While, in my opinion, the psychotherapist is primarily the patient's agent, not the agent of society, the family, the school system, or whatever, he cannot really espouse a "value-free" position. Ideally, he should encourage the patient to work out his own destiny and find his own solutions. However, it is also true that the therapist, whether he acknowledges it or not, does influence the patient's moral and ethical values.
While this position seems, in principle, unassailable, it does not begin to answer many difficult problems. The profession of psychotherapy is often attacked these days on the ground of being an instrument of the establishment, and it is alleged that therapists train their patients to conform to the values of society which in many respects are oppressive. This is a strange turn of events from the beginnings of psychoanalysis when Freud's work was regarded as threatening because it undermined the repressive atmosphere of a Victorian society. Again, I can only call attention to an important problem ; however, I do wish to add a strong personal conviction that the therapist should keep uppermost in his mind the goal of his client's autonomy, independence, self-determination, and personal freedom.
How do these observations apply to Kohlenberg's (1974) patient, Mr. M.? From the patient's standpoint, "the problem was that he did not find adults sexually attractive, whereas children were highly arousing [p. 193] ." We also learn that At the. patient's request, a therapy program was instituted to bring about increased sexual responsiveness to adult males. Adult males were chosen as the positive goal sex object because the patient's social contacts were homosexual and heterosexual sex was not one of the therapeutic goals requested by the patient [p. 192] .
In other words, the patient defined the goal of treatment in a particular way, and the therapist agreed to work with him toward this objective.
Kohlenberg, adopting the stance of a valuefree agent, never stated what he thought about the worthwhileness of Mr. M.'s goal, but we can infer that he fully approved of it. Had it been otherwise, he would not have agreed to work with Mr. M. (see below). I am not suggesting that he should have disapproved-after all, whose business is the sexual activity of freely consenting adults as long as it is conducted in the privacy of their bedrooms-but I am asserting that he took a definite stand on the issue. It may be true that "from a learning viewpoint, the nature of the sexual response is the same for all people . . . [p. 192] " and that, in mechanical terms, "attraction to adults would reduce attraction to children," but Kohlenberg was in fact doing a great deal more than treating a "sexual response." Suppose Mr. M. had stated as his problem the relative ineffectiveness of his "prowling" behavior with respect to children to whom he felt sexually attracted? Would a value-free behavior therapist then have instituted a program of assertive training to improve Mr. M.'s "performance"? Since I doubt this, I must conclude that the therapist made a judgment that (a) homosexual behavior between consenting adults was in keeping with his own moral position; (&) Mr, M.'s sexual attraction to children was undesirable because of adverse social, moral, and legal consequences; and (c) it seemed reasonable and in keeping with his own, as well as society's values, to institute a treatment designed to change Mr. M.'s sexual interests in a particular direction (especially one in keeping with the patient's wishes).
Kohlenberg chose to describe the nature of his treatment as "in vivo desensitization" and he invoked "learning principles" to account for the successful outcome. If it is true, as I have asserted above, that more was involved than "shaping" a sexual response, perhaps a different description of the treatment may not be entirely fanciful.
Mr. M. enlisted the help of a professional therapist because "his desire for children was immoral and had ruined his life." Previous therapy "had given him some understanding of his behavior, but had not led to any changes in his desire for young males [p. 193] ." Note that Mr. M. was in a state of conflict (an intrapsychic problem): On the one hand, he felt an inner urge to make sexual approaches to children but he was also mindful of the serious social consequences of acting on these impulses. This was not like a situation in which a judge might suspend a sentence on condition that the de-. fendant seek psychiatric help but in which the latter is not motivated to "work" on his problem except to avert imprisonment. Instead, Mr. M. seemed genuinely interested in arriving at a solution to his problem, such that he would have a measure of sexual gratification and avoid adverse social consequences. In short, he had made up his mind that he wanted to change and that he was willing to collaborate with someone who was committed to helping him. As stated earlier, he was motivated to seek change but he was also conflicted about it. Something needed to be done to help him resolve his conflict.
While Kohlenberg reported very little concerning his interview sessions with Mr. M., it does not seem farfetched to assume that over the course of their meetings a number of exceedingly important messages were communicated by the therapist. I shall try to compress these into a few terse statements: I understand, Mr. M., that you are experiencing an intense conflict. I am genuinely interested in helping you, and I will work with you if you are really serious about effecting a change. I firmly believe that I can help you. I understand your predicament, and I will at no time criticize you. That is not my job. But you must follow my instructions.
While I am not interested in blaming you, it is clear that your sexual interest in young children has gotten you into serious trouble. We both agree that something must be done to help you stop it. Since you feel that a good solution would be to have a more pleasurable relationship with an adult male, let me try to concentrate our efforts in this direction. Please understand that homosexual relationships among adults are fine as far as I am concerned.
To start with, I am going to ask you to keep a record of your "prowling" behavior, the frequency of your sexual contacts, and your fantasies. I have already made it clear which of these activities I approve and disapprove of. [Later] To underscore my position, we will give you electric shock whenever you imagine "prowling" and "thoughts" of children.
[Later] The results indicate that you have not yet become convinced on a deep level that homosexual activity is really much preferable to pedophilia. Since I really want you to channel your sexual interests along the former lines, I have made arrangements with Mr. C., who has agreed to meet with us once a week. . . . [Later] I really think this is working out very well and I strongly encourage you to continue.
My purpose in the foregoing is not to parody the therapy but rather to indicate that the treatment can be readily described as an effort to persuade Mr. M. to choose one course of action rather than another, to enlist his cooperation in bringing it about, to use the therapist's high status position and the patient's positive emotional response to the therapist as a means of influencing him. Just as children refrain from behavior proscribed by the parents if their love for them is stronger than the temptation to go against their wishes, it may be said that Mr. M. became "desensitized" to males not because he went to bed with Mr. C. or because the therapist discussed "learning principles as related to the choice of sexual object" but because he became convinced of the therapist's interest, sincerity, and good will. He came to accept the idea that by following the program advocated by the therapist, he would be better off in the long run than by going against it. Consequently he chose to comply.
This version of what produced change may not be very "scientific," but it may be quite accurate. It also serves to make the point that the therapist is a powerful moral force and that value-free therapy is a fiction. By the same token, the patient is always a thinking and decision-making human being, never a passive organism that merely emits responses. Like it or not, the issues are with us and cannot be ignored.
